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5 - Rapid and safe recovery. In the 90 cases of the author he 
never once observed a flush around the wound; the temperatures 
never once rose above 100.4 0 . 1 here is no secretion from the wound 

so that only one change of dressing is necessary to remove the stitches. 
The patients are not prostrated even after larger operations, such as 
excision of the breast and axillary glands, and can be up and about as 
soon as the effects of the anaesthetic are past. 

6 . Great convenience of the method. Instead of big bottles, un¬ 
reliable dishes and fluids, as are met with in country practice, well- 
packed gauze may be carried along in a small tin or glass vessel, thus 
simplifying matters greatly for the general practitioner. 

7. The hands of the surgeons are not harmed or roughened, which 
is a great comfort. 

I he author reports 90 cases, mostly all major surgical operations, 
such as amputations, resections, laparotomies, extirpations of tumors, 
osteotomies, plastic operations on the nerves, etc. They were per¬ 
formed partly in his private hospital, partly in city and country 
practice, and partly in a crowded dispensary. 

W. W. Van Aksdai.e. ® 


STAFFEI.' ON THE SURGICAL TREATMENT OF INTESTINAL 
STRICTURE AND OCCLUSION. 1 

In an elaborate memoir of 60 pages, Dr. E. Staffel, of Chemnitz, 
discusses strictures and occlusions in the various portions of the intes¬ 
tinal canal, and their surgical treatment, taking as a basis his experi¬ 
ence at the Deaconesses’ Institute of Dresden in the years 1882 to 
1888. This experience covered 55 cases divided into three categories, 
(1) Impacted foreign bodies in and impermeable strictures (cancerous 
or cicatricial) of the cesophagus; (2) Carcinomatous stenosis of the 
pylorus; (3) Stricture and occlusion in the remaining portions of the 
intestinal tract, dependent on various causes as doubling and twisting 
of gut-loops, cancer of the intestinal wall, etc. 

‘Volkmann’s Sami., Klin. VorlrSgt, 1889, No. 346. 
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Of the first class there are four cases; one of cesophagotomy for 
swallowed dental plate—cure; one of tracheotomy for a small tin cover 
swallowed, and becoming imbedded between oesophagus and trachea 
—death; one of gastrostomy for impermeable cicatricial stricture of 
oesophagus—cure; same for a cancerous stricture—death. In the sec¬ 
ond class are two gastroenterostomies, each fatal in two or three days. 
In the third class there were of course also many failures. His cases 
have shown him very conclusively that the fate of ileus patients de¬ 
pends largely on an early and correct diagnosis. Hence he first re¬ 
views the diagnostic observations made. The desperate condition 
when the ileus is fully developed is well known and unmistakable, but 
not every occlusion of the gut presents this group of symptoms, at least 
not at first. Clinically in stenosis of the intestine he makes two dis¬ 
tinct types: (r) acutely developing occlusion of the intestine; (2) 
chronically developing contraction that may after weeks, months or 
even years lead to complete closure. 

1, Though the acute form has proven fatal in eight hours, it usually 
takes two to four days to develope. Roser’s statement that the higher 
the seat of occlusion the more violent the vomiting, generally ap¬ 
plies. But there arc other symptoms available in locating the occlusion, 
and in this respect he makes a triple division, (a) In the duodcum 
and upper jejunum. ( 3 ) In the lower jejunum and ileum, (e) In the 
colon. 

(„) One case. The vomiting is violent and lasts as long as the dis¬ 
ease. 'I'lie vomitus is colored, never feculent even late in the disease. 
No metcorism; on the contrary, abdomen contracted, or at most 
the inflated stomach makes a slight prominence in the epigastrium. 
An increasing collapse developes very early. Excessive thirst. Stools 
and flatulence may persist. Causes of acute closure of the duodenum 
are: (1) twisting on its axis; (2) compression, e. g., by an acute 
pancreatitis. Enlarging glands in the neighborhood produce rather a 
chronic stenosis. 

( 3 ) Typical ileus. Metcorism. Vomiting soon becoming feculent. 
Absence of stool and flatus commonly but not invariably. Usually 
begins suddenly in apparent health. Intense colic-like pain. Accord- 
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ing to Treves, the pain occurs in paroxysms with free intervals when 
the stenosis is incomplete, but is continuous though varying where 
complete. The vomiting continues, at first of ingesta in stomach, then 
containing gall, finally of feculent color and odor. Sometimes feculent 
vomiting has not had time to develope, or where the trouble runs a 
mild course does not occur at all—as in intussusception of the ileum 
where at first the closure is often only partial. One case corroborated 
Cazin, that in incarceration by Meckel’s diverticle feculent vomiting is 
rare. Early and decided diminution in secretion of urine—from the 
prolonged vomiting and the reduced blood pressure. He cites the 
usual causes but does not claim that they can often be distinguished 
clinically—except at times by the previous history. In children it is 
usually an invagination and then runs a less typical course. He de¬ 
tails 7 cases of this general location. 

(c) Occlusion of the colon, l-'ivc cases. Runs a much less violent 
course. May begin quite acutely with severe fixed pain, the further 
symptoms developing slowly. Vomiting may occur only once or twice 
at the beginning or not until later and rarely feculent, or not occur at 
all. Metcorism is at first slight but after several days becomes exces¬ 
sive. No or only slight collapse. Stool and flatus always absent from 
the start. A marked increase in the indican of the urine has been 
found by Jafl'6 when the occlusion was in the small intestine, but not 
so when in the large intestine. In the great majority of cases this type 
is caused by fecal accumulations. The cause next in frequency is 
volvulus of the sigmoid flexure, doubtless favored at times by the not 
infrequent congenital elongation of the descending colon as described 
by Curschmann. 

Slowly developing stenosis of the gut presents a very different pic¬ 
ture. The large intestine is the most frequent seat, and cancer of the 
colon or rectum the most frequent cause. In his 14 cases there were 
11 of cancer and 3 of cicatricial stricture (rectal). In 19 other cases 
of rectal cancer stenotic phenomena did not become prominent. In 
carcinomatous stenosis of the colon the stage of complete chronic 
occlusion is nearly always preceded by one of contracture lasting weeks 
to months. Rarely instead of constipation, there is continuous fetid 
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diarrhata. One of these patients was but 28, and another 32 years old . 

Attention is here called to a group of cases which he terms secondary 
ileus. In many cases of ileus where the impediment is not abated in 
time, diffuse peritonitis with or without perforation of the gut sets in and 
hastens the end. Conversely it is not rare that a primary peritonitis 
becomes complicated by symptoms of intestinal occlusion. Independ¬ 
ent of adhesions and bands, a portion of the gut may become so 
paralyzed by adjacent inflammation that it is incapacitated for propell¬ 
ing its contents. The like has been observed in tuberculosis and dysen¬ 
tery. Or some loops of intestine may become so inflated as to com¬ 
press others. As the surgeon is often called late, it may then be ex¬ 
tremely difficult to say which was the primary, peritonitis or ileus. 

In the earlier days of an ileus the temperature is not increased, at 
first often subnormal. The patient is not confined to bed, or can 
change his position without suffering. Abdomen not painful to touch, 
in fact pressure may relieve. When the patient can be seen early and 
observed carefully such points generally suffice to differentiate it from 
peritonitis and perityphlitis. When there is a complication of the two, 
the peritonitic symptoms are fully present, besides fecal vomiting and 
the absence of stools and flatus. Ilis three cases of secondary oc¬ 
clusion were all more or less directly the results of peritonitis. 

Treatment depends on an early and exact observation of each case; 
and the different categories demand different treatment. On duodenal 
occlusion there is little to be hoped from surgery. In his own case 
even the autopsy, and in one from Gerhardi a laparotomy, failed to re¬ 
veal the cause. Just here washing out of the stomach will accomplish 
most. But in occlusion of the lower small intestines, or of the colon, 
washing out the stomach will not avail or will only be palliative. How¬ 
ever, under opium and large injections a large number of these cases 
recover (50%, Schonborn, 1887). But many are all the time dying 
under this treatment who might be saved by timely surgical help. 
According to his experience those cases of ileus with a mild course, 
where even despite feculent vomiting and meteorism the general con¬ 
dition remains good where the pulse remains good as to tension and 
frequency, demand provisionally a temporizing treatment (opium, 
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large rectal irrigations—io to 30 liters and more—avoidance of all 
drastics). Curschmann in Germany, has recently recommended anew 
inflation with air instead of irrigation. Most amenable to such tem¬ 
porizing treatment are cases of slight twisting, invagination and copros¬ 
tasis in colon or sigmoid flexure. Close watching is however neces¬ 
sary, and laparotomy where pulse and general condition begin to fail. 
Early surgical aid is demanded in ultra acute cases. 

1. As to the operation of laparotomy and the search for the source 
of the impediment, he follows out many of the later suggestions. 
Casually in discussing meteorism he adds another case to the two of 
Helferich and Hoffmann where death evidently resulted from the re¬ 
position of very large hernias. He condemns puncture of the gut, 
but favors incision with subsequent suture. 

When removal of a section of the intestine (for gangrene, neoplasms, 
congenital or acquired stenosis) is necessary, he makes an anus pre- 
ternaturalis in preference to suturing, since the results of primary 
suture of the intestine are as yet poor, and still more this would delay 
too long. 

2. Enterostomy is indicated where the patient is very weak, where 
peritonitis is beginning and where the impediment can not be found. 
This may not only be palliative, but, according to the experience of 
many, also act curatively. In secondary ileus the prognosis is so bad 
as to deter from operating. 

In chronic intestinal stenosis, the frequent causal cancer was only 
operated when of the rectum, though if seen early it might prove 
amenable to resection. Rectal cancers whether high or low are to be 
excised so long as they are moveable, large abdominal motastascs are 
not discoverable and the patient’s condition is fair. Broad circular 
strictures of the rectum he also excises. Excision or resection ol the 
rectum was practiced 20 times, with 16 recoveries and 4 deaths,— 
2 from collapse and 2 from peritonitis. Thorough emptying of the 
bowel before operation. In only 2 could the external sphincter be 
saved. Resection of coccyx and sacrum now the rule. At first the 
peritoneum was spared if possible, but as one patient with intact peri¬ 
toneum died with a 300 gram hamioirhngic extravasation into 
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Douglas' pouch, he considers it quite as well to open the peritoneum 
if it presents and then tampon this for six to eight days with iodoform 
gauze. This was done in t3 cases, several with prolapse of intestine. 
Very important is the complete removal of glands in the sacral space. 
In women a portion of the posterior vaginal wall often had to be in¬ 
cluded. 

The later function of the anus was fairly satisfactory, although un¬ 
able to control flatus and liquid motions. Two patients, operated in 
iS83, lived each about five years. He treats at some length the 
recently much discussed method ofcolotomy. In many cases simple 
fixation to the wound and opening will answer. But in general it is 
well to completely sever the gut and either sink the closed lower end 
or better unite each carefully to the wound-opening. 

. Finally he tabulates very fully his 20 cases of excision of the rec¬ 
tum, 7 of colostomy and 1 of ileostomy. 

W. Browning. 


SUNN ON THE HEALING OE ASEPTIC HONE CAVITIES BY IMPLAN¬ 
TATION OF ANTISEPTIC DECALCIFIED HONE.' 

In an interesting paper Dr. Seim remarks that the antiseptic treat¬ 
ment of wounds as now almost universally practiced constitutes the 
greatest triumph of modern surgery. Since this treatment has become 
developed to its present state of perfection primary union is no longer 
the exception, but the rule. The failure to obtain healing by first in¬ 
tention of an intentional wound made by the knife of the surgeon 
through aseptic tissues, or of a recent accidental wound, in which parts 
of the same anatomical structure can be approximated and coaptation 
uninterruptedly maintained, must be looked upon as an evidence of a 
faulty technique or want of proper care on the part of the surgeon or 
his assistants in carrying out the principles of antiseptic surgery. Pri¬ 
mary union in the sense in which this expression should be now used 
means the restoration of injured or lost parts without suppuration. It 

'N. Senn, M.D., I’li.D. (Milwaukee, Wis.), in the American Journal of Medical 
Sciences. 



